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The Calouste Gulbenkian Foundation, Lisbon, has made a grant of £20,000 over three years to enable a committee to be set up to study the recruitment, training, and work of the staff in residential houses for those in need of care, and to publish its report. [WrmT SPECIAL PLATE] The histological diagnosis of Hodgkin's disease and the related reticuloses is usually made on biopsy of an enlarged superficial lymph-node. Though precise histological classification may be difficult, a clear indication of the nature of the disease process is usually obtained. Unfortunately, however, this is not always possible.
DIAGNOSIS OF HODGKIN'S DISEASE
In the early stages superficial lymph-nodes may be unaffected or may show histological changes which are not conclusive (Goldman, 1940; Symmers, 1944 Symmers, , 1948 Jackson and Parker, 1947; Wintrobe, 1956) . Not uncommonly the intrathoracic or intra-abdominal nodes are the first to become enlarged. Extranodal primary foci have been reported in almost every site and structure of the body. General features may be prominent with hepatic enlargement or splenomegaly, but without lymphadenopathy, while pyrexia, fatigue, and anaemia may simulate an infection or a " collagen disease." Haemolytic anaemia due to disordered reticulo-endothelial function may be slight or so severe that it dominates the clinical picture. In such circumstances difficulty in diagnosis is well known.
Series reports on the histological diagnoses revealed by aspiration biopsy of the liver occasionally include an isolated example of Hodgkin's disease or related reticulosis (Sherlock, 1945; Volwiler and Jones, 1947; Schiff, 1951; Tyor and Cayer, 1953) . Hepatic enlargement, transient jaundice, biochemical evidence of liver involvement, and structural changes in the portal tracts are, in our experience, more common than textbook descriptions suggest. We have therefore used the aspiration biopsy technique in the investigation of suspected cases of Hodgkin's disease when the diagnosis could not be made by lymph-node biopsy. In each case the modified Gillman technique described by Terry (1949) (Mellon, 1916; Krumbhaar, 1931; Isaacson et al., 1947) .
Cases 9 and 10-Haemolytic Anaemia
The association of Hodgkin's disease and haemolytic anaemia is well established (Dacie, 1954) . Haemolysis may be so slight that it is detectable only by careful studies of red-cell survival, or so severe that it dominates the clinical picture (Scott, 1949) . Case 9 is an example of an acute haemolytic process, while Case 10 is of more chronic nature with terminal intrahepatic biliary stasis.
Cases 11 and 12-Investigation of Jaundice Transient jaundice is common in Hodgkin's disease (Symmers, 1948) , and many factors probably contribute to its development (Sherlock, 1958) . Levitan et al. (1961) have recently reviewed the subject, stressing the need for liver biopsy in its investigation. The diagnosis in Cases 11 and 12 had already been made by lymph-node biopsy. In both obstructive jaundice developed. Investigation included liver biopsy, which showed portal fibrosis and slight intrahepatic biliary stasis. This is a common cause of jaundice in Hodgkin's disease. The view that jaundice is due to extrahepatic biliary obstruction by enlarged lymph-nodes cannot, in our experience, be sustained.
Case 13-Atypical Sarcoidosis
This case shows the evolution of Hodgkin's disease through a histological picture resembling sarcoidosis. A similar tendency was seen in Cases 5 and 12. Jackson and Parker (1947) 
